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CHAPTER I 
 
INTRODUCTION 
 
 Compared to other racial and ethnic groups, Black Americans are disproportionately 
affected by poor health. Such health disparities persist despite improvements in medical, 
environmental and social conditions and are evident across varying health outcomes including, 
but not limited to, higher rates of hypertension, stroke, heart disease, obesity, diabetes, HIV 
infection and self-rated health [Cagney 2005; Kirk et al. 2006; Mensah et al. 2006; Center for 
Disease Control (CDC) 2011; Ljungvall and Zimmerman 2012]. In fact, only 40% of Blacks 
report very good or excellent health, whereas 60% of whites the same level of health. Moreover, 
20% of Blacks report poor health compared to only 13% of whites (CDC 2008). These higher 
rates of poor health are associated with higher rates of disability, lower life expectancy and 
higher rates of all-cause mortality (Richardus and Kunst 2001; Read and Emerson 2005; 
Geronimus et al. 2011).  
 One promising line of research that has shed light on how group differences arise in 
health outcomes has focused on experiences of racial discrimination. This research shows that 
Blacks report significantly higher levels of discrimination compared to other groups and that 
these experiences of discrimination have adverse effects for both mental and physical health 
(Broman 1996; Brown et al. 2000; Williams and Mohammed 2003, 2009; Paradies 2006).  
Racial discrimination as a source of distress is connected to ill health through structural (e.g. 
blocking employment opportunities), interpersonal (e.g. depleting personal sense of mastery) and 
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biological (i.e. influencing immune system, cellular aging and gene expression) pathways 
(Blackburn-Munro and Blackburn-Munro 2001; Chae and Walters 2009).  
In this paper, I extend the research on racial discrimination and health by exploring the 
extent to which racial group identity might buffer the otherwise harmful effects of 
discrimination. In existing studies, racial group identity - the extent to which individuals 
positively identify with others of their racial-ethnic group – has been conceptualized as a 
psychosocial resource that may lessen the injurious impact of discrimination (see e.g., Ida and 
Christie-Mizell 2012).  Therefore, the goal of this study is to examine the relationships among 
self-rated health, discrimination and racial group identity. The principal research questions 
addressed are:  1) What is the relationship between discrimination and self-rated health? and, 2) 
Does this relationship vary by racial group identity?  
   This study improves on current research in two important ways. First, I utilize nationally 
representative data with a comprehensive age distribution for the U.S. Black population. Many 
studies in this area have engaged more localized samples - therefore, curtailing the ability to 
generalize to the larger population. Second, I assess ethnic heterogeneity among Black 
Americans. One reasonable critique of the current literature that examines the health of Blacks is 
that relatively little is known about intra-group variation (Williams and Jackson 2000; Ida and 
Christie-Mizell 2012). Neglecting to consider within group variation my lead to bias, in which 
the impact of discrimination and racial identity on health may be over-estimated for some 
groups, but underestimated for others.  To redress this gap in the literature, I consider outcomes 
for two groups: African Americans and Caribbean Blacks. In this study, those who self-identify 
as Black, but claim no Caribbean ancestry are classified as African Americans and those who 
self-identify as Black and claim Caribbean ancestry are referred to as Caribbean Blacks. 
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CHAPTER II 
 
THEORY AND BACKGROUND 
 
The theoretical basis for this research is the stress process model which posits that the 
observed differences in health arise out of the social context of people’s lives and are impacted 
by an individual’s past history and current circumstance (Pearlin et al. 1981, Pearlin 1989; 
Turner 2010). This framework focuses on the interrelationships between three main domains: 1) 
stressors, which tax the ability to cope; 2) psychosocial resources, which moderate or reduce the 
deleterious effects of stressors; and 3) outcomes, which are the observed effect of the stressor 
after accounting for the moderating process.  In this study, I develop models that incorporate all 
domains of the stress process model. Self-rated health is the outcome of interest, and racial 
discrimination is the primary stressor examined. Racial group identity is the main psychosocial 
resource of interest; however, I also include mastery, self-esteem and social support, which the 
stress process literature highlights as important interpersonal resources that protect health 
(Turner 2010).  
Self-rated Health, Discrimination and Racial Group Identity 
Self-rated Health. Self-rated health (SRH) is a subjective measure of general health that 
reflects both physical and emotional dimensions of well-being (McDonough and Walters 2001; 
DeSalvo 2006; Nakata et al. 2010). Many studies show that SRH provides a reliable assessment 
of current illness, prior health history, future health prospects, and mortality, independent of 
medical, sociodemographic, behavioral, and psychosocial factors (Idler and Benyamini 1997; 
Mackenbach 2002; Benyamini et al. 2003; Walker 2004; Idler 2004; Benjamins et al. 2004; 
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Miller and Wolinsky 2007). In fact, Idler and Benyamini (1997) state that “self ratings of health, 
which take only seconds to obtain in a survey interview, reliably predicts survival in populations 
even when known health risk factors have been accounted for” (p. 26).  These associations are 
highly robust and have been replicated across various countries, race and ethnic groups, and 
gender (Jylha 1998; McGee et al. 1999; Chandola and Jenkinson 2000; Heidrich et al. 2002; 
Benyamini et al. 2003; Perlman and Babok 2008).  
A broad range of factors act as determinants of SRH, including socioeconomic status, 
age, religion, and psychosocial resources. Low education and income as well as unemployment 
are associated with poor SRH (Ross and Wu 1995; Franks et. al. 2003; Kaleta 2008; Mirowsky 
and Ross 2008).  Further, SRH is inversely related to age, with the middle aged and elderly 
individuals having the greatest rates of decline (McDonough and Berglund 2003; Yao and 
Robert 2008; Liang et. al. 2010).  Individuals who are married, surrounded by family, and 
involved in religious organizations are healthier (Taylor et al. 2004; Oman and Thoresen 2005; 
Reyes-Ortiz et al 2007; Krause and Bastida 2011).  Further, psychosocial resources, including 
mastery, self-esteem, and social support are positively related to discrimination (Kessler 1994; 
Seeman and Lewis 1995: Cott et al. 1999; Schieman 2002). With respect to the groups under 
study in this paper, research indicates differences in the SRH of African Americans and 
Caribbean Blacks.  For example, Krieger and his colleagues (2011) find that African Americans 
report worse SRH, compared to their Caribbean Black counterparts (also see Read and Emerson 
2005 or Nazroo et al. 2007).    
Discrimination. In this paper, I consider both major and day-to-day discrimination. Major 
discrimination refers to events that interfere with one’s socioeconomic mobility, life chances, 
and well-being including things such as being unfairly denied a job promotion or abused by the 
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police (Williams et al. 2003). Alternately, day-to-day discrimination reflects the interpersonal 
discrimination that occurs in daily interactions such as being treated with less respect or 
receiving poor service (Taylor and Turner 2002).  Further, Sellers and Shelton (2003) describe 
racial discrimination as either overt or covert. Overt discrimination includes things such as the 
use of racial or ethnic slurs, while covert discrimination includes things such as being followed 
in stores or being denied housing based on racial background, but being given other reasons 
(e.g., being told the apartment is unavailable). These inequitable conditions result in differential 
exposure to risk and access to resources and consequently adversely affecting health through 
varying pathways. Indeed, Williams et al. (2003) in a review of population based studies on 
discrimination and health state that “evidence suggests that perceived discrimination is an 
important though understudied race-related stressor that may adversely affect health” (p.202). 
These adverse health effects associated with discrimination may be experienced across varying 
health outcomes, including increasing the likelihood of reporting poor SRH (Ren et al. 1999; 
Karlsen and Nazroo 2002; Schultz 2006; Bratter and Gorman 2011).   
While all Black Americans, regardless of socioeconomic status, are at risk for 
experiences of discrimination stress, individuals with low education and income are more 
vulnerable to the impact of discrimination.  Also, discrimination is inversely related to self-
esteem and the lowering of ones belief that he or she has control over the opportunities and 
chances in their life (Fischer and Shaw 1999; Harris-Britt et al. 2007; Keith et al. 2010). 
Additionally, the resource social support has been shown to buffer the impact of racial 
discrimination (Noh and Kaspar, 2003; Gee et al., 2006).  Higher levels of discrimination are 
shown to be more detrimental to women, the unmarried, the childless, older age, and with the 
absence of physical health problems that interfere with work and daily activities (Turner and 
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Roszell 1994; Phinney, Cantu, and Kurtz 1997; Verkuyten 1998; Thompson and Keith 2001). 
Furthermore, individuals with healthy levels of self-esteem, mastery, and social support are 
characterized by fewer experiences of discrimination (Hughes and Demos 1989). 
Racial Group Identity as a Psychosocial Resource. Racial group identity is defined as 
commitment and positive identification with one’s ethnic or racial group (Mossakowski 2003). 
The development of racial group identity involves the understanding of the position of one’s 
group in the larger society and “positive racial group identity connects individuals to meaningful 
roles and purpose inside their families and communities, which [promote health]…despite the 
stressors associated with minority status” (Ida and Christie-Mizell 2012: 44). That is, racial 
group identity has been found to be one facet of the Black experience that buffers individuals 
from the deleterious effects of discrimination (Mossakowski 2003; Wong et al. 2003; Sellers et 
al. 2003; Ida and Christie-Mizell 2012).  In this research, I borrow from existing research and 
conceptualize racial group identity as closeness to other Blacks and Black group evaluation 
(Demo and Hughes 1990). Closeness to other Blacks captures an individual’s level of feelings of 
understanding and intimacy with other Blacks, whereas Black group evaluation is indicative of 
an overall appraisal ranging from negative to positive views of Blacks as a group (Demo and 
Hughes 1990; Ida and Christie Mizell 2012).  
Both demographic and social factors are associated with the development of racial group 
identity in the Black population. The research literature suggests that racial group identity is 
more salient for women and higher levels of discrimination are associated with increased racial 
group identity (Phinney 1990; Phinney and Chavira 1995; LaViest et al. 2001; Operario and 
Fiske 2001). Further, positive group evaluation is positively associated with higher 
socioeconomic status, while growing up in a predominantly Black neighborhood, living in the 
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South, age, religious involvement, marriage, and low socioeconomic status are positively related 
to closeness to Blacks (Broman et al. 1988; Demo and Hughes 1990; Brown et al. 2002).  
Finally, existing research suggests that high levels of closeness to other Blacks and positive 
group evaluation promote self-esteem and mastery (Munford 1994; Phinney et al. 1997; Phinney 
and Onwughalu 1996; Porter and Washington 1993; Roberts et. al. 1999; Rumbaut 1994; Brown 
et al. 2002).  Additionally, there is evidence that high levels of racial group identity are 
connected to higher  levels of social support (Broman et al. 1988). 
Variation by Ethnicity. Though there are similarities in the African American and 
Caribbean Black experience, past research highlights several key distinctions between these 
subpopulations across various dimensions. Caribbean Blacks, who are largely concentrated in 
urban areas of the northern U.S. have higher income, education and employment rates 
(Rodriguez 2002; Aguirre and Turner 2004; Logan 2007). Furthermore, compared to their 
African American counterparts, those of Caribbean descent are healthier, have longer life 
expectancy and higher rates of marriage (Kent 2007; Nazroo et al. 2007). Additionally, despite 
similar emphasis on the value of education and importance of work ethic, African Americans are 
more likely to be stereotyped, with employers often erroneously viewing Caribbean Blacks as 
harder working, more compliant and motivated to learn (Waters 1991; Waters 1999a; Ida and 
Christie-Mizell 2012).  
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CHAPTER III 
 
HYPOTHESES 
 
Utilizing the stress process model as a theoretical framework (Pearlin et al. 1981; Pearlin 
1999), this research examines the relationships among discrimination, racial group identity, and 
self-rated health.  In the models developed below, I operationalize discrimination as a stressor 
that may impact health and racial group identity as a psychosocial resource that may at a buffer 
between discrimination and health.   I developed six hypotheses for this research: 
H1:  Major discrimination will be negatively associated with self-rated health.    
H2: Day-to-day discrimination will be negatively associated with self-rated health.   
H3: Closeness to other Blacks will buffer the adverse effect of major discrimination on self-rated 
health, such that closeness to other Blacks reduces the negative association between self-
rated health and major discrimination. 
H4: Closeness to other Blacks will buffer the adverse effect of day-to-day discrimination on self-
rated health, such that closeness to other Blacks reduces the negative association between 
self-rated health and day-to-day discrimination.  
H5: Black group evaluation will buffer the adverse effect of major discrimination on  
       self -rated health, such that Black group evaluation will decrease the negative impact of 
major discrimination on  self-rated health. 
H6: Black group evaluation will buffer the adverse effect of day-to-day discrimination on self-
rated health, such that Black group evaluation will decrease the negative impact of day-to-
day discrimination on self-rated health. 
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To explore ethnic heterogeneity among Black Americans, I test these hypotheses in the 
context of two groups:  African Americans and Caribbean Blacks. Further, I control for several 
factors that prior research has shown to be associated with self-rated health, discrimination and 
racial group identity.  These factors include mastery, self-esteem, family support, religiosity, 
marriage, family size, urban and regional residence, income, education, employment and age. 
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CHAPTER IV 
 
DATA AND MEASURES 
 
 
Sample 
 
The analyses for this paper are based on data from the National Survey of American Life 
(NSAL). The NSAL is a nationally representative multistage probability sample of 3,570 African 
Americans, 1,621 Blacks of Caribbean descent (Caribbean Blacks), and 891 non-Hispanic whites 
(living in areas where at least 10% of the population is Black). The age of respondents range 
from 18 to 99 years (Jackson et al. 2004). The NSAL interviews non-institutionalized individuals 
and identifies African Americans as those who identify as Black but do not claim ancestral ties to 
the Caribbean, and Caribbean Blacks as those who identify as Black and claim ancestral ties to 
the Caribbean. NSAL is comprised of cross sectional data collected between February 2001 and 
March 2003 and had an overall response rate of 72.3 percent (Jackson et al. 2004). My sample is 
restricted to African Americans and Caribbean Blacks, because whites in the survey were not 
queried about Black racial group identity. The subsample derived for this study totals 4,112 
individuals (2,963 African Americans and 1,149 Caribbean Blacks) and is weighted to correct 
for the complex sampling design.  
Measures  
 
 Dependent and Independent Variables.  Self-rated health is the dependent variables and 
is measured by a single item which asks each respondent to rate his or her overall physical 
health. The responses for this measure are coded to range from 1 (poor) to 5 (excellent).  The key 
independent variables are perceived major discrimination and perceived day-to-day 
discrimination.  Major discrimination is measured by a nine item count and asks each respondent 
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whether he or she has ever been:  1) unfairly fired; 2) not hired for unfair reasons; 3) unfairly 
denied promotion; 4) unfairly treated/abused by police; 5) discouraged unfairly by a teacher from 
continuing education; 6) prevented unfairly from moving into a neighborhood because the 
landlord or realtor refused to sell a house or apartment; 7) life was made difficult by neighbors; 
8) unfairly denied a loan; and 9) received service from someone such as a plumber or car 
mechanic that was worse than what others get. Responses are coded 1 for yes and 0 for no and 
then summed to create a count of that ranges from 0 (lower exposure to major discrimination) to 
9 (higher exposure to major discrimination).  
Day-to-day discrimination is measured by ten items with responses ranging from 0 
(never) to 5 (almost everyday). The 10 items include: 1) treated with less courtesy than other 
people; 2) treated with less respect than other people; 3) people act like the respondent is not 
smart 4) receive poorer service than other people at restaurants and stores; 5) people act as if 
they are afraid of the respondent; 6) people act as if the respondent is dishonest; 7) people act as 
of they are better than the respondent; 8) called names or insulted; 9) threatened or harassed; and 
10) followed in stores. Responses for each of the items are summed and divided by the number 
of items to create a measure of day-to-day  discrimination that ranges from 0 (lower 
discrimination) to 5 (higher discrimination). The alpha reliability for this scale is .89 for both 
African Americans and Caribbean Blacks.  
 Racial Group Identity.  Racial group identity is characterized by two dimensions: Black 
group evaluation and closeness to other Blacks (Demo and Hughes 1990). Black group 
evaluation is measured by six items, in which respondents were asked how true they think it is 
that most Black people are: 1) intelligent; 2) lazy; 3) hard-working; 4) give up easily; 5) proud of 
themselves; 6) violent. These six items range from 1 (very true) to 4 (not true at all) and are 
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summed and coded to range from 1 (less positive evaluation) to 4 (more positive evaluation). 
The alpha reliability for Black group evaluation is .61 for African Americans and  .60 for 
Caribbean Blacks.  
Closeness to other Blacks is measured as an eight-item scale. Respondents are asked 
about their closeness in ideas or feelings to Black people who are: 1) poor; 2) religious church-
going; 4) young; 5) upper class; 6) working class; 7) older; 8) elected officials; and, doctors, 
lawyers, or other professional people. The items are summed and divided by the number of items 
and yields a measure that ranges from 1 (lower closeness) to 4 (higher closeness). The Cronbach 
alpha estimate is .86 for African Americans and .85 for Caribbean Blacks 
Control Variables. In addition to racial group identity, this study includes three other 
psychosocial resources. Self-esteem is measured by the 10-item Rosenberg self-esteem scale 
(Rosenberg 1965). The scale has items that ask respondents to rate their level of agreement from 
1 (strongly agree) to 4 (strongly disagree) for the following prompts: 1) am person of 
worth/equal to others; 2) have number of good qualities; 3) am a failure; 4) do things as well as 
others; 5) don’t have much to be proud of; 6) take positive attitude toward self; 7) am satisfied 
with self; 8) want more self-respect; 9) sometimes feel useless; 10) sometimes think I am no 
good. These items are summed and divided by the number of items to create the scale, ranging 
from 1 (lower self-esteem) to 4 (higher self-esteem). The Cronbach’s alpha for this measure is 
.76 for African Americans and .77 for Caribbean Blacks.  
Mastery is measured using the widely used Pearlin Mastery Scale (Pearlin 1989). 
Respondents were asked their level of agreement [1 (strongly agree) to 4 (strongly disagree)] 
with the following items: 1) there is really no way I can solve some of the problems I have; 2) 
sometimes I feel that I’m being pushed around in life; 3) I have little control over the things that 
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happen to me; 4) I can do just about anything I set my mind to; 5) I often feel helpless in dealing 
with the problems of life; 6) what happens to me in the future depends on me; and 7) there is 
little I can do to change many of the important things in my life. These items are summed and 
divided by the number of items to create as scale ranging from 1 (low mastery) to 4 (high 
mastery).  The Cronbach alpha estimate for this measure was .72 for African Americans and .71 
for the Caribbean Blacks.   
Social support is operationalized as received emotional support from family members 
(Fetzer Institute and National Aging Working Group 1999). This 3-item scale measures 
perceived social support received from family members. It asks respondents to report how 
frequently family members, 1) make him/her feel loved and cared for; 2) listen to him/her talk 
about his/her problems and concerns; and 3) express interest and concern in his/her well-being. 
These items are summed and divided by the number of items to create a scale from 1 (lower 
social support) to 4 (higher social support). The Cronbach alpha for this measure of social 
support was .73 for African Americans and .74 for Caribbean Blacks. 
Other control variables include religiosity, which refers to the frequency of attending 
religious service -- ranging from 1 (less than once a year) to 5 (four or more times a week)—and 
age, measured in years and logged to correct for skewness in the multivariate analysis below. 
Further, gender is coded 1 for female and compared to males (coded 0). My models also 
incorporated education (years), household income (logged to correct for skewness for the 
regression analysis), and employment status (coded 1 for employed and compared to those not 
working). Family structure is captured by marital status, in which we compared those who are 
married or cohabitating (1=yes) to those who are separated, divorced, widowed or  never 
married, and family size, which is operationalized as the number of dependent children in the  
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household is a count.   Three other important sociodemographic variables concern the 
respondents’ residential location and background and nativity.  I account for urban residence (1= 
yes; compared to other areas of residences) as well as southern residence (1 = South; compared 
to other regions).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 15 
CHAPTER V 
 
ANALYTIC STRATEGY 
 
I proceed with the analyses for this project in three steps.  Initially, I generate descriptive 
statistics for all the study variables, comparing means and percentages for the African American 
and Caribbean Black subsamples. This part of the analysis also includes correlations between 
each study variable and self-rated health, the dependent variable.  Next, I estimate a series of 
additive weighted least squares regression models. This part of the analysis includes four models.  
The first, baseline model regresses self-rated health on all demographic and socioeconomic 
variables.  The second model adds discrimination, followed by the integration of social and 
personal resources, with the exception of the racial group identity variables, in the third model.  
Then, in the fourth model, I add the racial group identity variables.  This modeling strategy 
allows for me to assess the impact of discrimination on self-rated health without other important 
covariates, such as racial group identity. My final step in the analyses is to test through 
interactions whether racial group identity reduces the impact of discrimination on self-rated 
health.  
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CHAPTER VI 
 
RESULTS 
 
Table 1. Weighted Means, Percentages and Intercorrelations for the National Survey of American  
 Life, Sample of African Americans and Caribbean Blacks (N=4112)       
 African Americans 
(N=2,963) 
Caribbean Blacks 
(N= 1,149) 
 
Variables  
Mean/ 
Percent 
 
SD 
Corr 
w/SRH 
Mean/ 
Percent 
 
SD 
Corr 
w/SRH 
Self-Rated Health (SRH)    3.406a   1.069     3.608 1.056  
Stressors       
Major Discrimination     1.360 1.627 -.081***    1.227 1.524 -.001 
Day-to-day Discrimination     1.217   .882 -.041*    1.183   .849 -.090** 
Racial Group Identity        
Closeness to Blacks     3.252a    .543  .040*    3.111 .526   .101*** 
Black Group Evaluation     3.182   .480  .106***    3.220 .483   .206*** 
Personal and Social Resources        
Mastery    3.338a   .583  .312***    3.239 .578   .264*** 
Self esteem     3.623   .421  .300***    3.641 .409   .307*** 
Social Support     3.257   .725  .093***    3.234 .695   .096** 
Frequency of Church Attendance    3.100a 1.086  .048**    2.976 1.154   .038 
Demographics and Socioeconomic Status      
Education   12.441a 2.467  .159***  13.180 2.754   .094** 
Household Income     9.887a 1.512  .126***  10.249 1.293   .100*** 
Employed  67.050% a    —  .249***  75.460%    —   .185** 
Children      .569  .952  .049**      .521   .897   .038 
Age (Logged)    3.692a  .378 -.214***    3.643   .368 -.090** 
Female   65.360%    — -.082***  62.490%    — -.024 
Married  35.550% a    —  .028  43.430%    —  .133*** 
South  66.780% a    —  .039*  29.850%    —  .178*** 
Rural  21.200% a    — -.016  16.100%    —  .077** 
a These values differ at p < .01 or less between African Americans and Caribbean Blacks.   
* p < .05 **p<.01***p<.001          
 
Descriptive and Bivariate Findings  
 
 Table 1 contains the descriptive and bivariate findings for African Americans and 
Caribbean Blacks. African Americans ( ̅ = 3.41) report significantly lower (t = 5.48, p < .001) 
self-rated health compared to Caribbean Blacks ( ̅ = 3.61).  With respect to reported major 
discrimination, African Americans ( ̅ = 1.36) and Caribbean Blacks ( ̅ = 1.23) do not differ 
significantly.  Similarly, day-to-day discrimination does not vary for African Americans ( ̅ = 
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1.22), compared to their Caribbean Black counterparts ( ̅ = 1.18). Though small and near zero, 
major discrimination has a negative bivariate relationship with the self-rated health (SRH) of 
African Americans (r = -.08, p < .001). Conversely, day-to-day discrimination is negatively 
correlated with SRH for both African Americans (r = -.04, p < .05) and Caribbean Blacks (r = -
.09, p < .01). 
Regarding psychosocial resources, African Americans ( ̅  3.25) report significantly 
higher (t = 7.56, p < .001) closeness to other Blacks compared to Caribbean Blacks ( ̅ = 3.11). 
There is no significant difference in reported levels of Black group evaluation for African 
American ( ̅ = 3.18) and Caribbean Blacks ( ̅  = 3.22).  The association between closeness to 
other Blacks and SRH (African Americans: r = .04, P < .05 and Caribbean Blacks: r = .10, p < 
.001) is positively associated with SRH for both groups.  Likewise, the scores for Black group 
evaluation is also positively associated for African Americans (r = .11, p < .001) and Caribbean 
Blacks (r = .21, p < .001).  
 In terms of the control variables, African Americans ( ̅ = 3.34) report significantly 
higher levels of (t = - 4.89, p < .001) mastery than Caribbean Blacks ( ̅ = 3.24). Both groups 
report similar levels of self-esteem and social support.  All three psychosocial resources – 
mastery, self-esteem and social support – are positively correlated with SRH (See Table 1).  
African Americans ( ̅ = 3.10) report significantly higher frequency (t = -3.22, p < 0.01)  of 
church attendance than Caribbean Blacks ( ̅ = 2.98).  Frequency of religious attendance is 
positively associated with the self-rated heath of African Americans only.  
With respect to demographic and socioeconomic variables, African Americans ( ̅ = 
12.44) have significantly less years (t = -8.34, p < .001) of education than Caribbean Blacks ( ̅ = 
13.18). Also, African Americans ( ̅ = 9.89) have lower (t =-7.16, p < .001) household income 
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than Caribbean Blacks ( ̅ = 10.25). Further, Africans Americans (67.05%) are significantly less 
likely ( 2 = 27.56, p < .001) to be employed than their Caribbean Black (75.46%) counterparts. 
For both subsamples, education, income and employment have positive bivariate relationships 
with SRH. There are no significant differences in the number of children in households of 
African Americans. For African Americans there is a positive bivariate association between the 
number of children in households and SRH while there is no such relationship for Caribbean 
Blacks. Although there is a similar percentage of women across the subsamples, the African 
American subsample ( ̅ = 43.00) is older (t = 3.77, p < .001) than the Caribbean Black 
subsample ( ̅ = 40.83). The African American subsample (35.55 percent) has a lower percentage 
( 2 = 21.87, p < .001) of married individuals than the Caribbean Black subsample (43.43 
percent). However, more African Americans (66.78%) than Caribbean Blacks (29.85%) are from 
the south ( 2 = 459.22, p < .001) and more African Americans (21.20%) than Caribbean Blacks 
(16.10%) reside in rural areas ( 2 = 13.58, p < .001).  
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Table 2. Weighted Least Squares Regression of  Self Rated Health on Racial Group Identity and Other Selected Variables, National 
Survey of American Life Sample of African Americans and Caribbean Blacks  (Total N = 4,112) 
 
African Americans 
(N=2,963)  
Caribbean Blacks 
(N=1,149) 
Variables     1a   2a    3a     4a 
 
   1b    2b    3b    4b 
 
b b b b b b b b 
 
(se) (se) (se) (se) 
 
(se) (se) (se) (se) 
Demographics and Socioeconomic Status 
        Female -.128*** -.187*** -.177*** -.176*** 
 
-.015 -.045 -.230 -.218 
 (.035) (.038) (.038) (.038) 
 
(.182) (.161) (.136) (.141) 
Age (Logged) -.452*** -.482*** -.423*** -.425*** 
 
-.224 -.262 -.269 -.278 
 (.062) (.068) (.067) (.068) 
 
(.228) (.217) (.170) (.150) 
Employed  .371***  .376***  .287***  .289*** 
 
 .338*  .334*  .254*  .274** 
 (.067) (.067) (.067) (.067) 
 
(.126) (.126) (.111) (.090) 
Education   .041***  .046***  .021*  .020 
 
 .028  .025 -.011 -.017 
 (.009) (.010) (.010) (.010) 
 
(.033) (.035) (.026) (.001) 
Household Income   .032*  .032*  .017  .016 
 
 .037  .045  .006 -.004 
 (.016) (.015) (.015) (.015) 
 
(.032) (.032) (.041) (.044) 
Married -.008 -.018 -.042 -.039 
 
 .236*  .202*  .120  .120 
 (.048) (.045) (.041) (.040) 
 
(.091) (.090) (.113) (.115) 
Number of Children  .010  .014  .011  .012 
 
 .021  .020  .018  .032 
 (.024) (.023) (.023) (.023) 
 
(.053) (.051) (.042) (.052) 
South  .074  .029  .014  .010 
 
.433*** .420*** .419*** .430*** 
 (.040) (.039) (.036) (.035) 
 
(.112) (.111) (.081) (.074) 
Rural  .097  .078  .097*  .095* 
 
 .262  .275  .250  .281 
 (.049) (.050) (.045) (.045) 
 
(.193) (.198) (.215) (.120) 
Stressors 
         Major Discrimination  
 
-.053** -.050** -.051** 
  
.008 -.006 -.017 
  
 
(.017) (.016) (.016) 
  
(.063) (.054) (.055) 
Day-to-day Discrimination  
 
-.087** -.007 -.004 
  
-.112** -.012 -.006 
 
 
(.031) (.033) (.033) 
  
(.034) (.036) (.038) 
Social and Personal Resources  
         Mastery 
  
.243*** .240*** 
   
.397** .350* 
 
  
(.040) (.040) 
   
(.134) (.131) 
Self Esteem  
  
 .407***  .400*** 
   
 .392  .378 
 
  
(.068) (.071) 
   
(.234) (.237) 
Social Support  
  
 .035  .029 
   
 .051  .026 
 
  
(.032) (.033) 
   
(.099) (.103) 
Frequency of Church Attendance 
  
 .032  .031 
   
 .064  .047 
 
  
(.020) (.020) 
   
(.047) (.052) 
Closeness to Other Blacks  
   
 .036 
    
 .104 
 
   
(.040) 
    
(.103) 
Black Group Evaluation  
   
 .048 
    
 .309 
     (.057)     (.162) 
Self Rated Health is measured by a five item scale coded to range from 1 (poor health) to 5 (excellent heath). 
Day-to-Day discrimination is measured by a ten item scale ranging from 0 (low)  to 5 (high).  
Major Discrimination is measured by a nine item scale coded to range from 0 (low) to 9 (high). 
Black Group Evaluation is measured by a six item scale coded to range from 1 (less positive evaluation) to 4 (more positive evaluation). 
Closeness to Other Blacks is measured by a eight item scale coded to range from 1 (low closeness) to 4  (high closeness). 
Note -" A" indicates these values differ at p<.05 or less between African Americans and Caribbean Blacks. 
* p < .05 **p<.01***p<.001  
 
Multivariate Findings 
 
Models 1a and 1b in table 2 show the direct effects of demographic and socioeconomic 
variables on SRH. For African Americans, being female and age are negatively associated with 
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SRH, whereas employment, education and income are positively related to SRH. For Caribbean 
Blacks, SRH is positively influenced by employment, marriage, and southern residence.    
Models 2a and 2b of Table 2 show the addition of my stressors of interest - major 
discrimination and day-to-day discrimination – to the estimation of SRH. The SRH of African 
Americans is decreased by both major discrimination and day-to-day discrimination. In this 
model, the pattern of effects for the socioeconomic and demographic variables remain largely 
unchanged. In contrast, major discrimination has no impact on the SRH of Caribbean Blacks, but 
day-to-day discrimination is negatively related to SRH.  For Caribbean Blacks, employment, 
marriage, and southern residence remain positively associated with SRH.   
In Models 3a and 3b of Table 3, mastery increases SRH for African Americans and for 
Caribbean Blacks, with no significant differences in the size of the effect across subsamples. 
Self-esteem is predictive of SRH for African Americans only, and functions to increase SRH. 
Also, in Table 2, accounting for psychosocial resources reduced day-to-day discrimination to 
nonsignificance for African Americans.  Further, accounting for psychosocial resources, reduced 
day-to-day discrimination to nonsignificance for Caribbean Blacks. The fourth models (4a and 
4b) of Table 2 incorporate closeness to other Blacks and Black group evaluation. Across both 
subsamples, neither dimension of racial group identity has direct effects on SRH.  
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Table 3. Weighted Least Squares Regression of  Self Rated Health on Racial Group Identity and Other Selected 
Variables, National Survey of American Life Sample of African Americans and Caribbean Blacks  (Total N = 4,112) 
  
African Americans 
(N=2,963) 
Caribbean Blacks 
(N=1,149) 
Variables  1a 2a 3a 4a 1b 2b 3b 4b 
 
b b b b b b b b 
 
(se) (se) (se) (se) (se) (se) (se) (se) 
Stressors 
        Major Discrimination  -.064 -.051** -.267** -.053** .068 -.016 .277 -.033 
 (.089) (.016) (.082) (.016) (.171) (.054) (.251) (.056) 
Day-to-day Discrimination  -.004 -.227 -.008 -.216 -.008 -.203 -.005 -1.184* 
 (.033) (.137) (.033) (.161) (.039) (.352) (.037) (.501) 
Social and Personal Resources  
        Mastery  .240*** .239*** .241*** .239*** .354* .349* .356* .309* 
 (.040) (.039) (.040) (.040) (.136) (.133) (.132) (.121) 
Self Esteem   .397***  .396***  .395***  .395***  .375  .379  .364  .453 
 (.070) (.070) (.070) (.071) (.241) (.236) (.237) (.221) 
Social Support   .029  .029  .028  .027  .025  .026  .023  .026 
 (.033) (.033) (.033) (.032) (.104) (.103) (.103) (.097) 
Frequency of Church Attendance  .031  .031  .030  .031  .048  .049  .052  .067 
 (.020) (.020) (.019) (.020) (.052) (.051) (.053) (.053) 
Closeness to Other Blacks   .033 -.047  .043  .039  .139  .027  .116  .105 
 (.052) (.054) (.041) (.040) (.149) (.150) (.111) (.091) 
Black Group Evaluation   .048  .051 -.054 -.037  .314  .312  .420 -.197 
 (.057) (.057) (.061) (.091) (.166) (.162) (.226) (.148) 
Interactions  
        Closeness to Other Blacks .004 
   
-.027 
   *Major Discrimination (.027) 
   
(.047) 
    
         Closeness to Other Blacks 
 
.068 
   
.062 
  *Day-to-Day Discrimination  
 
(.044) 
   
(.115) 
   
        Black Group Evaluation 
  
.067* 
   
-.090 
 * Major Discrimination  
  
(.024) 
   
(.071) 
  
        Black Group Evaluation 
   
.067 
   
.374* 
* Day-to-Day Discrimination     (.050)    (.165) 
Note: Models shown are adjusted for socioeconomic and demographic variables. 
Self Rated Health is measured by a five item scale coded to range from 1 (poor health) to 5 (excellent heath). 
Day-to-Day discrimination is measured by a ten item scale ranging from 0 (low)  to 5 (high).  
Major Discrimination is measured by a nine item scale coded to range from 0 (low) to 9 (high). 
Black Group Evaluation is measured by a six item scale coded to range from 1 (less positive evaluation) to 4 (more positive evaluation). 
Closeness to Other Blacks is measured by a eight item scale coded to range from 1 (low closeness) to 4  (high closeness). 
Note -" A" indicates these values differ at p<.05 or less between African Americans and Caribbean Blacks. 
* p < .05 **p<.01***p<.001  
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Table 3 includes four interactions across both groups: 1) closeness to other Blacks  
X major discrimination (Models 1a and 1b); 2) closeness to other Blacks X day-to-day 
discrimination (Models 2a and 2b); 3) Black group evaluation X day-to-day discrimination 
(Models 3a and 3b); and 4) Black group evaluation X major discrimination (Models 4a and 4b). 
Two interactions were significant. First, Black group evaluation moderates the relationship 
between major discrimination and SRH (Table 2, Model 1a) for African Americans. Figure one 
graphically displays this interaction. At low levels of Black group evaluation, individuals who 
report low major discrimination report better SRH as compared to those who report high levels 
of major discrimination. At the mean of Black group evaluation there is a decrease in the SRH of 
those who report high major discrimination and an increase in SRH for those who report low 
major discrimination. This trend continues above the mean such that at high levels of Black 
group evaluation those who report high major discrimination have markedly worse SRH than 
those who report low major discrimination.  
High major 
discrimination 
Low major 
discrimination 
2.7
2.8
2.9
3
-1STD 1STD
Black Group Evaluation  
MEAN 
Figure 1. Interaction between Black Group Evaluation and Major Discrimination for African 
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The second significant interaction shows that Black group evaluation moderates the 
effects of day-to-day discrimination on the SRH of Caribbean Blacks (Table 3, Model 4b). As 
illustrated in Figure 2, the pattern of effects is similar to the first interaction. At low levels of 
Black group evaluation, individuals who report low day-to-day discrimination have better SRH 
as compared to those who report high levels of day-to-day discrimination. As levels of Black 
group evaluation increase, the SRH of those who report low day-to-day discrimination and those 
who report high day-to-day discrimination diverge dramatically such that at high levels of Black 
group evaluation those who report high day-to-day discrimination have markedly worse SRH 
than those who report low day-to-day discrimination. 
 
 
High day to day 
discrimination 
Low day to day  
discrimination 
1.85
1.95
2.05
2.15
-1STD 1STD
Black Group Evaluation  
MEAN 
Figure 2. Interaction between Black Group Evaluation and Day to Day Discrimination for 
Caribbean Blacks 
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CHAPTER VII 
 
DISCUSSION AND CONCLUSIONS 
 
  In this paper, I utilized the stress process framework to explore how heterogeneity among 
Black Americans shapes the relationships among SRH, discrimination, and racial group identity.  
Specifically, I first sought to understand the impact of major discrimination, day-to-day 
discrimination, closeness to other the Blacks and Black group evaluation on SRH. Second, I 
tested whether racial group identity changes the impact of discrimination on SRH and whether 
there was variation in this pattern for African Americans, compared to Caribbean Blacks.  
  Hypothesis one predicted that major discrimination would be negatively associated with 
SRH. For African Americans this hypothesis was supported, while major discrimination had no 
effect on SRH for Caribbean Blacks.  Interestingly, major discrimination impacts the SRH of 
African Americans but not of Caribbean Blacks. However, this difference may be explained by 
differential attribution styles and social experiences.  For instance, Waters (1999b) convincingly 
shows that that Caribbean Blacks are less likely than African Americans to attribute difficulties 
to discrimination. Additionally, African Americans and Caribbean Blacks have differing social 
experiences related to their unique migration histories.  As such, Caribbean Blacks are afforded 
more opportunities than African Americans, who are viewed as less hard working and less 
deserving than their Caribbean Black counterparts (Waters 1999a, 1999b).  As suggested by the 
stress process model, the social experiences or social contexts associated with different 
ethnicities likely determine differential exposure to stress and how stressful experiences are 
interpreted and impact health.  
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Hypothesis two proposed that day-to-day discrimination would be negatively associated 
with SRH. This hypothesis was not supported for either African Americans or Caribbean Blacks. 
Hypothesis 3 and 4 anticipated that closeness to other Blacks would moderate the impact of 
major discrimination (H3) and day-to-day discrimination (H4) on SRH. I found no support for 
these hypotheses for either of African Americans and Caribbean Blacks.  Hypotheses 5 and 6 
predicted that Black group evaluation would moderate the influence of major discrimination 
(H5) and day-to-day discrimination (H6) on SRH.  H5 was supported for African Americans, but 
not for Caribbean Blacks. Black group evaluation moderates the effect of major discrimination 
on SRH for African Americans – those who report low levels of major discrimination benefit 
from Black group evaluation, while those who report high levels of discrimination experience 
decreases in SRH as Black group evaluation increase.  This pattern suggests that Black group 
evaluation only buffers those who experience low levels of discrimination and is relatively 
ineffective against high levels of discrimination.  One possible explanation is that the more 
favorable African Americans are toward their own group the more the more deleterious 
discrimination is to SRH.  In fact, the distress associated with holding high regard for African 
Americans, when overall this group’s status is tenuous in the larger society (see e.g., Feagin 
2000), may simply be a more challenging, stressful endeavor and may exacerbate the conditions 
that lead to poor health.   
H6 was supported for Caribbean Blacks, but not for African Americans.  Black group 
evaluation moderates the effects of day-to-day discrimination on SRH for Caribbean Blacks - 
those who report low levels of day-to-day discrimination benefit from Black group evaluation, 
while those who report high levels of discrimination experience decreases in SRH as Black 
group evaluation increase.  This finding among Caribbean Blacks suggests that although Black 
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group evaluation is protective at low levels of day-to-day discrimination, it is ineffective at 
higher levels.  It may be that those Caribbean Blacks with high levels of positive group 
evaluation may be more sensitive to the impact of day-to-day discrimination.  That is, they may 
struggle with the incongruence between the high regard they hold for other Blacks and the daily 
insults and injury endured by the group.  Juggling this incongruence may intensify distress and 
lead to poorer health (Operario and Fiske 2001; Sellers and Shelton 2003).  
    The findings associated with H5 and H6 underscore that stress, conceptualized here as 
racial discrimination is a risk factor for negative health outcomes. Additionally, these findings 
suggest that the notion of racial group identity, particularly the dimension of Black group 
evaluation functions differently within the Black American population.  Particular to this study, 
Black group evaluation moderates the relationship between major discrimination and SRH for 
African Americans, while for Caribbean Blacks moderates the relationship between day-to-day 
discrimination and SRH. Why was major discrimination more central to the process shaping 
SRH for African Americans, but day-to-day discrimination more pivotal to outcomes for 
Caribbean Blacks?   
One reason that major discrimination may have been more impactful for African 
Americans is that they experience more of this type of discrimination  (see e.g., Table 1).  
Therefore, higher levels of major discrimination likely interfere more so than day-to-day 
discrimination with SRH.  Conversely, while there is no difference between the levels of day-to-
day discrimination experienced by Caribbean Blacks and African Americans, existing research 
shows that Caribbean Blacks are more likely to focus on this type of interpersonal 
discrimination, compared to other forms of discrimination including major discrimination (see 
e.g., Waters 1999a, 1999b).  Therefore, such a focus on day-to-day discrimination makes it more 
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likely to be more stressful for Caribbean Blacks – a stressor that positive group evaluation is 
unable to buffer.   
The elucidation of ethnic heterogeneity within the Black American population was one of 
the main goals of this study, and this result regarding the differential impact of major versus day-
to-day discrimination contributes to this aim.  Neglecting to consider such differences masks 
distinctive social and cultural positioning that may affect how discrimination is experienced and 
how the processes related to identity operate.  In turn, untested assumptions about similarities 
within Black population hide how factors may interact to shape health outcomes. This study also 
makes a contribution through its use of a nationally representative dataset that allows for 
examination of this heterogeneity.   
Despite the strengths of this study, it is limited in a couple respects.  Identity and health 
are processes, including trajectories of change and stability over time. Without longitudinal data, 
I cannot accurately map the connections between trajectories in racial group identity and health.  
Additionally, my examination of racial group identity does not assess the salience of this 
identity.  That is, other research in the area of identity indicates that the salience of an identity 
not only impacts the performance of roles in everyday life, but also has implications for overall 
well-being (Christie-Mizell and Erikson 2007).  Future research should investigate the 
conceptualization and complexity of racial identity and mechanisms that link these constructs to 
health. Such work remains important as developing a deeper understanding of the correlates of 
health and the how the impact of racial discrimination may be reduced by psychosocial resources 
will contribute to the understanding of inequities in health more broadly. 
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